SUMMARY There are two lesions which are often confused despite their quite distinct clinical and pathological differences: the inflammatory fibroid polyp and eosinophilic gastroenteritis. Other eosinophilic lesions likely to be encountered in the gut also pose problems of differential diagnosis.
Eosinophilic infiltration, localised or diffuse, of the gastrointestinal tract cannot be regarded as a definitive diagnosis; neither can a classification of disease, in which this is a feature, be founded on the degree or site of such infiltration. Eosinophilia is merely a manifestation of inflammation, often with an allergic basis, and accompanies a number of well defined clinicopathological conditions, some of which have a known cause-for example, parasitic infestation-but most of which do not.
Eosinophils are normally present in the lamina propria of the gut mucosa, and there is no generally agreed number which is pathological. Groups of eosinophils are not normally found in the submucosa, muscle coat, or serosa. The common diagnostic dilemma, however, is not "are there increased numbers of eosinophils present in this lesion ?" but rather, " what is the pathological importance of the eosinophilic infiltrate in this lesion?" An eosinophilic infiltrate in the bowel may either point to the nature of the underlying condition or may obscure it, and the confusing studies on the subject reflect the diagnostic, conceptual, and terminological difficulties entailed.
The name of eosinophilic granuloma has been applied to at least two primary gut conditions. Although the authors who originally described these conditions were careful to distinguish them clinically and pathologically from eosinophilic granuloma of bone (histiocytosis X), the continued use of the term has led to confusion. This confusion is exacerbated by the fact that the two gut entities so named are very different and can clearly be separated from each other pathologically, and to some extent, clinically. These Accepted for publication 10 September 1985 are probably best described as the inflammatory fibroid polyp and eosinophilic gastroenteritis: eosinophilic granuloma is not recommended as terminology for lesions of the alimentary tract.
INFLAMMATORY FIBROID POLYP12
The lesion has been called many things including: gastric fibroma with eosinophilic infiltration3; inflammatory pseudo-tumour45; (localised) eosinophilic granuloma6; haemangiopericytoma7; neurofibroma8; submucosal granuloma.' An inflammatory fibroid polyp is a solitary polypoid or sessile lesion with an inflammatory basis. It is found in all age groups, although not often in children, and its maximal incidence-is in the sixth decade (Table) . The largest recently reported series of 64 cases2 did not present age details in such a way as to permit their inclusion in our Table, but found a mean age of 48-8 years and a median of 52 years. There is a slight preponderance of the condition among men (m:f = 3:2). Inflammatory fibroid polyp is a relatively rare condition.
The polyp is obstructive, and symptomatology is determined by its site. In the oesophagus it causes dysphagia, in the stomach pyloric obstruction, and in the small bowel very often intussusception, which is the most common presentation in children. The peripheral blood shows no eosinophilia, and there is no predilection for subjects with allergic traits. The radiological appearances are those of a smooth spherical or hemispherical intraluminal mass, possibly superimposed on intussusception.
Inflammatory fibroid polyps are most often found in the gastric antrum (about 70% of cases) with the small bowel as the next most common site (about 20% of cases). Only occasional examples have been 2 
EOSINOPHILIC GASTROENTERITIS
This rare condition has also been called eosinophilic granuloma (diffuse) and various other names. 12 There is a slight preponderance of the condition among men (m:f = 3:2), and the disease seems to have a bimodal age distribution with peaks in the third and sixth decades (Table) . This may indicate heterogeneity within a group of conditions rather than a single entity. The age distribution of this condition should be compared with that of inflammatory fibroid polyp (Table) . Symptoms are usually those to be expected with pyloric or upper small bowel obstruction but are of quite variable duration (a few months to several years), and there is often a history of recurrent attacks. Most patients (70%) have a personal and family history of allergic disorders such as asthma, hay fever, and hypersensitivity to drugs. In some cases intolerance of a particular item of diet (onions,13 chocolate"4) is noted. A recent report suggested that there was a subgroup of patients with eosinophilic gastroenteritis associated with connective tissue diseases.15 A fairly constant finding is peripheral blood eosinophilia (more than 90% of patients), which may reach counts of 16 x 109/1,12 and is usually in excess of 1 x 109/l (normal < 0-5 x 109/l). The erythrocyte sedimentation rate is usually normal or only moderately raised. Associated clinical features in some cases include peripheral oedema due to enteric protein loss, iron deficiency anaemia, and malabsorption. 1617
The radiological findings are characteristic and, together with an allergic history and peripheral blood eosinophilia, should allow the diagnosis to be made without recourse to surgery. This was suggested as 3 long ago as 19641 and has been reiterated several times. 920 Barium meal and follow through show a variable degree of antral stenosis with mucosal irregularity and "pseudopolyposis" when the stomach is affected, as it generally is. Crohn's disease or gastric malignancy may be simulated. In the small intestine thickened mucosal folds are seen, principally due to oedema; these are sometimes sufficient to cause obstruction.
Typically, the gastric antrum is affected (about 70% of cases); almost always the contiguous upper small bowel. Sometimes the small bowel alone is affected12 and, exceptionally, the colon.1221 The affected portion of bowel is thickened and rigid due to oedema, and there may be associated ascites with large numbers of eosinophils in the fluid. The mucosal pattern is distorted or obliterated but without extensive ulceration. Mesenteric lymph nodes may be enlarged.
Microscopically intense oedema mainly affecting the submucosa is confirmed, and there is variable diffuse eosinophilic infiltration, usually to a striking degree, that is also predominantly in the submucosa (Fig. 3) . The mucosa may appear normal or contain excess eosinophils in the lamina propria. Preponderance of the eosinophils in a particular coat of the bowel-for example, submucosal, serosal-has been the basis of proposed subclassification,1822 but this relates to the clinical features only in that eosinophilic ascites occurs when serosal infiltration is extensive. Angiitis and the selective concentration of eosinophils around vessels is not, in our experience, a feature of this disorder. Adjacent lymph nodes show reactive appearances, sometimes with eosinophilic infiltration of the pulp.
The cause of most cases of eosinophilic gastroenteritis is unknown, although an allergic basis seems most likely. Various antigens presented systemically or locally within the alimentary tract may be responsible. The finding of roundworm larvae in the specimens of 12 cases from around Rotterdam in Holland23 led to the suggestion that this might be the cause, but clearly this is not true of many cases. The worm found in the above cases and in occasional subsequent cases in the United Kingdom24 was a herring parasite, Eustoma rotundatum. The symptoms occur after ingesting raw or lightly salted herrings (roll mops) containing the larvae of the parasite. Presumably repeated exposure to the worm is required for sensitisation to occur.
Due to the sprue like symptoms and a case of eosinophilic gastroenteritis accompanied by enteropathy induced by gluten and dermatitis herpetiformis,25 gluten has been suggested as a possible allergen. In although not always, associated with a dense eosinophil infiltrate. Other parasites, which are sometimes associated with dense eosinophilia in the lamina propria of the jejunum, are Giardia lamblia and hookworms. G. lamblia can most easily be identified in sections as sickle shaped bodies with basophilic cytoplasm often attached to the mucosal surface, rather than the classically described roughly triangular organisms with two nuclei. Hookworms are most often indicated in sections by erosions or circular channels where the worm has been lying in relation to these in the densest aggregates of eosinophils. Carcinoma of gastric antrum Extension of car-_ cinoma into contiguous duodenum and jejunum is highly unusual, unlike eosinophilic gastroenteritis. Gastric carcinoma is not normally accompanied by an allergic history or blood eosinophilia (present only in about 1% of cases). Gastric infiltration by eosinophils, however, may be intense and sufficient to obscure an underlying carcinoma of linitis plastica type.3l
Granulomatous gastritis32 This is probably another heterogeneous group of disorders with a common microscopic inflammatory response to various foreign agents. An allergic type of hypersensitivity is not manifested, and the disorder is confined to the stomach. Eosinophils are generally not a conspicuous component of the inflammatory reaction, which combines sarcoid like granulomas and variable numbers of lymphocytes in the mucosa. The diagnosis depends on the exclusion of specific granulomatous conditions.
Hereditary angioneurotic oedema33 This causes recurrent attacks of intestinal obstruction due to oedema. The stomach is not affected to any great extent. Blood or tissue eosinophilia is not a feature, but victims of this condition may appear allergic. The cause is deficiency of Cl esterase inhibitor and the treatment of severe attacks by fresh frozen plasma. Systemic mastocytosis34 This is a rare condition that may be associated with blood and tissue eosinophilia, can cause intestinal oedema (urticaria of the bowel), and produce a sprue like clinical picture. Infiltration of the bowel by mast cells is usually most intense in the submucosa and serosa, so that mucosal biopsy may show only mild eosinophilic infiltration. There are almost always cutaneous manifestations (urticaria pigmentosa) in this condition. A syndrome similar to the carcinoid syndrome with wheezing, erythematous flush, and diarrhoea may be caused by excess release of histamine.
Hypereosinophilic syndrome35 This term, as currently used on both sides of the Atlantic, refers to a condition characterised by persistent and prolonged hypereosinophilia of the peripheral blood with prominent widespread damage to several organs particu-5 larly heart, lungs, brain, and to a lesser extent, liver, gastrointestinal tract, skin and kidneys. There is an appreciable mortality in this disorder, with only 50% of patients surviving four years or longer. We have never seen it present primarily with gut lesions, but if this were to occur the syndrome could probably only be differentiated from eosinophilic gastroenteritis on the basis of its different extragastrointestinal features. Histiocytosis X Gastrointestinal spread in this group of conditions is exceedingly rare. The key reference in gastrointestinal disease in histiocytosis X undoubtedly describes a rare malignant histocytic or lymphomatous condition affecting the bowel of children,36 but the published illustrations and histological description of pronounced mitotic activity in the infiltrating cells lead us to doubt whether this is really as currently perceived histiocytosis X. The precise origin of the "tumour cell" in histiocytosis X is still hotly debated, but it seems, based on electron microscopic and immunohistochemical studies, to relate most closely to the Langerhans' cell in the skin or the interdigitating reticulum cell of the Tzones of lymph nodes, or both. (Fig. 4) . The number of eosinophils present in these lesions was extremely variable, both within individual lesions and from lesion to lesion. The infiltrate seemed to be centred on the submucosa. Gastrointestinal symptoms had not latterly been a prominent feature of her illness, but she had had alternating bouts of constipation and diarrhoea, and radiological "strictures" had "38 Eosinophilic infiltration in such lesions and in the occasional gastric and colonic carcinoma, or smooth muscle tumour may represent an immunological (allergic) response by the host to tumour neoantigens. Thus neoplasia may represent just one of many possible antigens causing an eosinophilic response, which in one degree or another is such a common occurrence in gastrointestinal pathology.
